ABSTRACT
INTRODUCTION
Neglected anterior dislocations are less frequent than neglected posterior dislocations, because anterior shoulder dislocations are more familiar to the orthopaedic surgeon, and their radiological diagnosis is easy (1) . It may also be complicated by neurological deficits, injuries to the rotator cuff, and fractures of proximal humerus (2) . Although reduction of acute isolated traumatic anterior shoulder dislocation is generally simple, the treatment of neglected fracture-dislocations is not so easy especially if the fracture pattern causes locking of the humeral head on the anterior glenoid rim. So fracture pattern of proximal humerus and the time that passed since the trauma to the reduction becomes moreanterior fracture-dislocation of GHJ that is traumatic without seizures or electrocution and treated with open reduction and internal fixation.
CASE
A 22-year-old right-hand dominant male patient admitted our clinic complaining of persisting pain and stiffness in his right shoulder. The symptoms began 3 weeks earlier after a fall on his right outstretched hand from a height of approximately 2 meters. It was firstly manipulated by a bonesetter. In the following period, there were no relief in limited shoulder motions and pain. When the patient was initially evaluated in our outpatients clinic, his shoulder was completely locked in. There was squaring of the shoulder and anterior bulging of the humeral head with an obvious sulcus just inferior to the acromion. There were no neurovascular complications. Plain radiographs were obtained to recognize associated fractures or articular surface defects. Figure  1 reveals the locked anterior dislocation of the glenohumeral joint and split of the humeral head. A CT-scan allowed quantification of the skeletal lesions and planning for the treatment (Figure 2 ).
No closed means of treatment choices were likely to be successful, so surgery was planned. The patient was placed in a standard beach chair position for surgery. Open reduction and internal fixation (ORIF) using anatomic proximal humerus locking plate was performed via deltopectoral approach ( figure 3 A, B) . Physiotherapy was started on the first postoperative day including passive shoulder mobilization exercises and subsequently additional progressive active range of motion and strengthening exercises. The patient was discharged on postoperative fifth day. The patient was evaluated in sixth week and third month after the operation in regard to radiographic control and physical therapy. At sixth month post-operative follow-up, the fracture had united and there was no radiological evidence of avascular necrosis ( figure 3 C, D) . His active range of motion was as follows: forward flexion; 130 degrees, abduction; 100 degrees, external rotation; 20 degrees, internal rotation, to level of L2 vertebra.
DISCUSSION
Anterior glenohumeral (GH) dislocations are less likely to be neglected than the posterior ones. As the orthopedic surgeons are more familiar to anterior GH fracturedislocations, those cases could be left untreated only if the patient does not apply to hospital and prefer to apply to a bonesetter, as seen in our case. In the literature, neglected locked anterior fracture-dislocations of GH joint have seldom been reported. Most of them are bilateral and have a history of trauma as a result of convulsive seizures or electrocution (5) . The only case with traumatic, neglected fracture-dislocation of GH joint without any seizures is a 65-year old female treated with hemiarthroplasty (6) .
The present report is the first account of neglected, traumatic without seizure or electrocution, and locked anterior fracture-dislocations treated with ORIF. In conclusion, neglected, locked anterior fracture-dislocations should be managed thoughtfully by open reduction and internal fixation with consideration of the risk for avascular necrosis.
